Although paid work is a well-established predictor of health, several gaps in our knowledge about the relationship between adult work patterns and later health and mortality remain, including whether these benefits persist over long periods and whether they are dependent on subjective experiences with work. We draw on more than three decades of data from the National Longitudinal Survey of Mature Women to assess how labor force participation over a period of 20 years during midlife is related to mental and physical health and mortality over the following 16-25 years. We find that consistent work earlier in life continues to predict improved health and longevity over many years as women enter late life, and this relationship does not differ between women with positive and those with negative subjective work experiences. These findings add to knowledge about how key adult social experiences are related to health as individuals enter later life.
Introduction
Paid work is one of the most important social determinants of health for both women and men, providing material and social resources that protect and enhance well-being throughout life. Research has shown that the apparent health benefits of work extend across social groups and persist at different life stages (Frech and Damaske 2012; Moore and Hayward 1990; Pavalko and Smith 1999; Raymo et al. 2013 ). However, three questions about the long-term relationship between adult work and health remain. First, we know relatively little about how the relationship evolves over time and whether health differences between workers and nonworkers diminish, grow, or remain stable as adults pass retirement and enter late life. This is because health is typically measured at one point in time or over a short follow-up period, even among studies using longitudinal data on work (Frech and Damaske 2012; Luoh and Herzog, 2002; Pavalko and Smith 1999) . Second, knowledge about how subjective experiences with work shape the relationship between work and later health is limited despite studies showing that these experiences moderate work's health benefits in the short term (Kivimäki and Kawachi 2015; Lennon 1994; Pavalko et al. 2003; Pugliesi 1995) . It is thus unclear whether work predicts improved health even for those with consistently negative work experiences or whether the association is stronger for those with positive experiences. Third, questions about whether the relationships between work and longterm health vary by the indicator examined have been overlooked because prior research has tended to focus on physical or mental health or mortality rather than considering these patterns simultaneously. Work experiences that manifest health effects via more direct and proximate pathways, such as through physical and mental health, may not affect more distant outcomes, such as longevity.
In this study, we draw on more than three decades of longitudinal data from the National Longitudinal Survey of Mature Women (NLS-MW) to assess how 20 years of women's midlife work experiences are related to long-term health and mortality over the following 16-25 years as they pass retirement and enter late life. Recognizing that there are intertwining pathways through which this process emerges, our analysis makes use of three outcomes that may capture more proximate and immediate effects of social experiences (with depressive symptoms) as well as those that may be more secondary or emerge only over longer-term follow-up periods (with functional limitations and mortality). The NLS-MW cohort of women lived through a significant shift in the gendered nature of work in the United States, and they undoubtedly encountered multiple stressors associated with their entry into the labor force (Gershuny and Robinson 1988; Reskin and Roos 1990) . Thus, our analysis contributes to knowledge about the long-term health effects of work and subjective work experiences within this context of social change.
Background
Women's participation in the paid workforce increased during the second half of the twentieth century. Women composed less than 30% of workers in the 1950s but nearly 47% by the end of the 1990s, with little change since (U.S. Census Bureau 2011). Almost as likely to work as their male counterparts, they are represented in increasingly diverse fields (U.S. Census Bureau 2011). A large body of sociological research has explored the various effects of this historic shift in the gendered nature of work and family life, including what it meant for the health and well-being of women in the United States. Scholars initially raised concerns that women's movement into the labor force would result in stress by pitting family and work demands against each other (e.g., Sorensen and Verbrugge 1987; Waldron and Jacobs 1988; Weatherall et al. 1994 ). However, results from the majority of these and other studies showed that women who worked were better off mentally and physically than nonworkers, including those with husbands and young children-a pattern that continues to be replicated (Frech and Damaske 2012; Klumb and Lampert 2004; Leupp 2017; Pavalko et al. 2007; Schnittker 2007) . Social scientists explain the consistent positive relationship between work and health by pointing to the many material, social, and psychosocial resources that employment provides, from income and health insurance to supportive relationships and feelings of self-worth (Burgard and Lin 2013; Moen 1996; Pavalko and Smith 1999; Repetti et al. 1989 ).
As scholars have frequently noted, the relationship between health and work is reciprocal, complicating the ability to make causal arguments. However, although longitudinal studies have shown a selection effect whereby happier and healthier women are more likely to work, the positive relationship between work and health remains even after this selection process is accounted for (for a review, see Klumb and Lampert 2004) . For example, in an earlier longitudinal analysis based on the NLS-MW, Pavalko and Smith (1999) found that work measured at several points in midlife predicted better physical and mental health shortly later. More recently, Frech and Damaske (2012) showed that stably working women were healthier at age 40 even after factors that selected them into different pathways were accounted for. Analyses of register data in the European context further support causal claims about the work and health relationship (e.g., Lundin et al. 2010; Montez et al. 2014) . Research suggests that workers (both male and female) may even live longer than nonworkers (Hibbard and Pope 1991; Luoh and Herzog 2002; Montez et al. 2014 ). These and other findings provide powerful evidence that participation in paid work has real advantages for wellbeing. Even so, three distinct gaps in our knowledge about the relationship between adult work and health over the life course remain.
First, it is unclear whether and how the relationship between adult work histories and later health changes as individuals retire and enter late life. Studies have shown that the stability and consistency of adult work are associated with well-being, leading scholars to hypothesize that the longer individuals were in the workforce, the greater their access to health-linked resources both during and after employment (Frech and Damaske 2012; Moore and Hayward 1990; Pavalko and Smith 1999; Raymo et al. 2013) . However, even studies making use of longitudinal data on work histories tended to measure later health at only one follow-up period (e.g., Frech and Damaske 2012; Pavalko and Smith 1999) . Supporting the need to look at how these patterns play out over long-term follow-up periods, Willson et al. (2007) found that socioeconomic resources predicted diverging health trajectories over a 16-year period. Because studies have yet to investigate parallel questions about the relationship between work and health at multiple follow-up points or over extended periods, it is unclear whether it follows a similar pattern of increasing disparity or, alternatively, whether the association remains stable or decreases as adults encounter later-life health challenges.
A second gap stems from relative inattention to subjective experiences with and perceptions of work as factors implicated in this relationship. As noted earlier, work is hypothesized to improve health not only because it provides structural and material resources but also because it offers supportive ties, a sense of purpose, and self-worth (Burgard and Lin 2013; Moen 1996; Repetti et al. 1989) . Some prior research has explored how certain structural aspects of jobs are related to mortality, finding that "bad" jobs providing lower incomes, pensions, and insurance (Burgard and Lin 2013; Hayward and Grady 1990; Johnson et al. 1999; Raymo et al. 2013 ) as well as more hazardous and less complex jobs (Moore and Hayward 1990) decrease and may even reverse the longevity advantages associated with stable work. Additionally, crosssectional and short-term studies have reliably found that work appraisals and experiences moderate the relationship between work and health (Kivimäki and Kawachi 2015; Lennon 1994; Pavalko et al. 2003 Pavalko et al. , 2007 Pugliesi 1995) . For example, Kivimäki and Kawachi's (2015) review showed that individuals experiencing work stress had up to 40% greater risk of a heart incident or stroke. Pavalko et al. (2007) found that women with high work commitment had fewer functional limitations. Despite these findings, it is unclear whether these subjective experiences and appraisals also impact the healthwork relationship in the long term. Health-linked rewards of paid work may emerge for those with positive work experiences but not for those with negative work appraisals. These questions may be especially important to explore among cohorts of female workers who entered work during the 1960s-1980s and undoubtedly encountered some resistance and discriminatory behavior (e.g., Jacobs 1989; Reskin and Roos 1990) . Additionally, although women are increasingly represented in traditionally male-dominated fields, the types of work available to women during the mid-century were limited and often lower in status, possibly increasing the likelihood of negative experiences (Reskin and Roos 1990; U.S. Census Bureau 2011) .
A third question is whether the relationship between work and health depends on the health dimension examined. Aging and life course scholarship stresses that the long-term health effects of earlier experiences emerge from intertwined and interactive social, psychosocial, and biological processes (Kuh et al. 2003; Lynch and Smith 2005; Springer 2009 ). These insights highlight the strengths of research designs that rely on a range of health outcomes. For example, Springer (2009) found that abusive experiences in childhood predicted worse adult health via several linked mental and physical health outcomes. As health psychologists have noted, negative social experiences may evoke stress hormones that impact physical health directly as well as via feelings of depression and anxiety, creating increased risk for physical health problems, such as cardiovascular or respiratory disease (e.g., Cohen and Rodriguez 1995; Taylor et al. 1997) . Distressing experiences may also be related to health through their impact on coping mechanisms or health behaviors. Hence, although social experiences may have the most robust effects on mental health, they also clearly have the potential to "get under the skin" and are related to physical health outcomes and even mortality (Aneshensel et al. 1984; Hayward and Gorman 2004; Katon and Ciechanowski 2002; Taylor et al. 1997) . Medical sociologists have underscored the need to consider diverse outcomes for decades, stressing that social groups may express feelings of distress in different ways (e.g., Aneshensel 1992; Williams 1997) . Including multiple outcomes in a longitudinal analysis of health trajectories can not only capture diverse reactions to stress but also detect proximate as well as more delayed outcomes that may result from cumulative or iterative processes, emerging only over longer periods. To date, research on work and health has tended to focus on a single health dimension rather than consider several different health outcomes.
Research Questions
Our analyses are guided by the following questions:
1. How is midlife work related to mental and physical health and mortality in later life, and are these relationships stable over time? 2. Do subjective work experiences and appraisals of work-including job commitment, attitude, and perceptions of discrimination-moderate the relationship between midlife work and later health and mortality? 3. Do these patterns vary by the type of indicator examined (including depressive symptoms, functional limitations, and mortality)?
In response to the first research question, we expect that women who work consistently will have better health and live longer than their counterparts who did not work during this period, consistent with the majority of previous research (e.g., Frech and Damaske 2012; Pavalko and Smith 1999; Ross and Mirowsky 1995; Waldron and Jacobs 1988) . However, the literature provides conflicting expectations for how these patterns will play out over time. On the one hand, the advantages of work may diminish as time wears on and as women enter later life and encounter many other situations and experiences that influence health. On the other hand, health differences between women who worked and those who did not may grow as they age. Of course, it is also possible that the negative effects of not working will remain stable and persistent no matter how long the observation window.
Addressing the second research question, we predict that women with predominantly positive work experiences (including never experiencing discrimination, and liking and being committed to their jobs throughout midlife) will have the best health and live the longest relative to women who do not work, whereas women with negative midlife work experiences may not have better long-term health than nonworking women. These expectations are guided by studies showing that stressful work experiences and poor evaluations of work are associated with decreased well-being (e.g., House et al. 1979; Lennon 1994; Pavalko et al. 2003; Pugliesi 1995) .
Last, we expect variation in how these patterns play out across the three health outcomes. In particular, drawing on scholarship suggesting that social experiences have more direct effects on relatively proximate outcomes (e.g., Cohen and Rodriguez 1995; Springer 2009; Taylor et al. 1997) , we expect that midlife work and work experiences will reliably predict mental and physical health but that the association with later-life mortality will be weaker.
Data and Method

Sample
The National Longitudinal Survey of Mature Women (NLS-MW) is a nationally representative sample of 5,083 women aged 30-44 in 1967. This cohort of women was thus in their prime adult working years during the period in U.S. history when women's participation in the labor force increased most sharply (U.S. Department of Labor 2015). The NLS-MW sample was reinterviewed regularly approximately every two years until 2003, resulting in a total of 36 years of data on work and family life. Our analysis summarizes information on women's work over the first 20 years of the study until they were 50-64 years old in 1987 and assesses the relationship between these midlife work histories and their mental and physical health during the following 16 years (to 2003) as well as mortality, last updated in 2012. This longitudinal design is modeled in Fig. 1 , which shows the age ranges of women over the study period. Labels denote the time frames during which work and health are assessed, with vertical lines indicating the specific survey waves.
Response rates were strong. For each of the 13 follow-up waves to 1989, between 95% and 98% of the living sample that had participated in the previous wave was successfully reinterviewed. Even so, by 1989 (the wave during which detailed data on health were first collected), attrition had reduced the sample to 3,353 women, 73.2% of the 4,579 women who were still living at this time. The sample included enough African American women to allow for comparisons with White women, but the very few women in the sample who belonged to any other racial or ethnic group were excluded from our analysis (N = 45), leaving 3,308 respondents. Because of the total of 21 separate data points, we are able to replace year-specific missing data on most independent variables with data from the most recent completed interview. With further restrictions due to missing cases on self-rated health in 1967 (N = 64) as well as a few cases of cross-wave missing data on education (N = 9) and income (N = 28), our Work, 1967 -1987 Mortality, 1988 -2012 analytic sample size is 3,207 for mortality, nearly 96% of the sample interviewed after 1987. To increase comparability across the two health outcomes, we limit the analyses for depressive symptoms and functional limitations to women with nonmissing information on a majority of the items during at least two of the six points of data collection for both, resulting in an analytic sample size of 2,781.
As with any panel study, attrition in NLS-MW creates selection concerns given that women who died before 1989 or dropped out of the study for other reasons are not in our sample. Table 1 compares the baseline characteristics of the analytic and attrited samples. Of the 1,652 African American and White age-eligible women in the baseline sample who were never reinterviewed after 1987, 19.79% (N = 327) had died. The other 1,325 women refused to be interviewed or were not located. Based on one earlier dichotomous measure of depressed affect in 1981, women excluded from the analysis were no more likely to report being depressed. However, both women who died and women who attrited for other reasons were more likely to report health limitations and lower self-rated health at baseline in 1967. The attrited sample was also slightly older, more likely to be African American, less likely to have a college degree, more likely to have lower income, and less likely to be married and more likely to be divorced at baseline. Women who left the sample were also less likely to report working for pay from 1967 to 1987. These differences mean that healthier and more advantaged women were more likely to stay in the study, which may inflate estimates of the relationship between work and health.
To investigate the effects of these nonrandom patterns of attrition, we conducted supplemental analyses using propensity score weights that adjusted the analytic sample relative to the attrited sample on the basis of these earlier characteristics, including health limitations, self-rated health, and depression. Analyses using the weights are shown in Table A1 in the online appendix. Because the findings are substantively the same and valid propensity weights were available only for women who had complete information on the relevant items, we present results based on the unweighted analyses.
Measures
Dependent Variables
Depressive symptoms In 1989 In , 1995 In , 1997 In , 2001 , respondents were asked seven questions from the Center for Epidemiologic Studies Depression scale (CES-D; Radloff 1977) to measure their mood in the past week. Specifically, respondents reported how often in the past week they (1) had been unable to shake the blues, (2) had trouble focusing on tasks, (3) felt that everything was an effort, (4) had restless sleep, (5) felt sad, (6) felt lonely, and (7) could not get going. Response categories for each item ranged from 0 (rarely) to 3 (most or all of the time), with possible CES-D scores for each year ranging from 0 to 21. The inter-item correlation of the scale in 1989 is .89.
Functional limitations At the same six waves from 1989 to 2003, respondents were asked five questions assessing their functional limitations, most of which derive from the Nagi index (1976). These items ask whether a health problem caused difficulty with (1) walking; (2) using stairs; (3) sitting for long periods; (4) stooping, kneeling, or crouching; and (5) carrying heavy objects. In 1989, these questions were asked only of women who first said they had a health problem of some kind, and the response categories were yes (coded 1) or no (coded 0). After 1989, all women were asked questions about functional limitations; response categories were 0 (not at all difficult), 1 (a little difficult), 2 (somewhat difficult), and 3 (very difficult/can't do). To make these responses consistent with the 1989 measure, we coded those reporting no or a little difficulty as 0 on each item and coded those reporting that the task was somewhat difficult or that they could not do it as 1. 1 Relying on the assumption that respondents do not perform these activities because they cannot do them, a fifth response category in these later waves-"don't do"-was also coded 1. 2 Summing these items, functional 1 To assess whether our analyses were sensitive to inconsistencies created by the presence of a screener and different response categories in 1989, we conducted supplemental analyses excluding the 1989 measure (Table A2 , online appendix). These analyses are substantively identical to those presented, albeit with a reduced sample size. 2 Analyses coding "don't do" responses (N = 318 in 1995) as missing provide substantively identical results (Table A3 , online appendix). limitations scores range from 0 to 5 for each year. The interitem correlation for 1989 is .75.
Mortality Information about mortality was recorded by NLS-MW interviewers through the last wave of data collection in 2003. Beginning in 2009, the second and third authors worked with the Demographic Survey Division of the U.S. Census Bureau and the National Center on Health Statistics (NCHS) to match NLS-MW respondents to death certificates using Social Security numbers (SSNs), names, dates of birth, sex, and race. The NCHS's national database of mortality data derives from state death records, and more than 94% of the sample was matched to these records based on SSNs alone. Additional mortality data for 2008-2012 come from the Social Security Death Index.
Work History Our central independent variable in this analysis is women's participation in the workforce from baseline in 1967 to 1987. The NLS-MW mainly organized women by employment status into three labor force groups. During each of the 14 points of data collection between 1967 and 1987, women were classified as being in the labor force if they (1) reported that their main activity most of the last week was working, with other response categories being keeping house, going to school, looking for work, unable to work, or other; (2) worked at all last week, not including around the house; or (3) were temporarily absent from a job or business last week. The two other labor force groups include those who were actively looking for work and those who were neither working nor looking for work the previous week. Because the NLS-MW is a long-term longitudinal study and attempts were made to contact the original sample at each wave, some women dropped in and out of the study, and the amount of available information thus varies by person. However, among the 3,353 women eligible for our sample, nearly 84% had complete nonmissing labor force information for all 14 waves, with just 1% of women missing information on more than three of the waves. We drop one respondent who was missing more than half the labor force status data from the analyses. We measure work histories with the Proportion of waves worked, 1967-1987, allowing us to compare women with unequal rates of participation in the study by dividing the number of times women reported being in the labor force by the number of waves they were not missing information on this variable. 3 This interval measure of women's midlife work ranges from 0 to 1. Based on this summary variable, 13.1% of women never worked outside the home during this period, 27.7% of women worked at least one-half of the times they were interviewed, and 59.2% were working more than one-half of the waves they were interviewed. To help account for the possibility that midlife work histories will influence late-life circumstances indirectly through their effects on more proximate work statuses (e.g., Halpern-Manners et al. 2015; Raymo et al. 2013) as well as to assess whether any longterm health effects of midlife work persist after considering more recent employment status (Moore and Hayward 1990) , we also include a binary variable for Worked last valid interview, 1989-2003 in these analyses. Women were coded 1 if they reported that work was their main activity during the previous week the last time that they were interviewed.
Last, we include Age at first job to account for heterogeneity in when women's working lives began. Women who were working or had worked at first interview reported the year their first or current job began. For these women, the ages when they first worked ranged from 5 to 44. Women who reported working for the first time in subsequent waves up to 1987 also were assigned a value, increasing the age range to 58 years. By 1987, 57 women had never worked, and they received a score of 0 on this measure. , 1967-1987 We also assess the effects of a number of structural characteristics of women's work histories as well as subjective aspects and perceptions of their work experiences during midlife. Women who never worked from 1967 to 1987 receive a score of 0 on each of the following measures.
Work Characteristics
Main occupation group We create three dummy variables for respondents' most frequently reported employment group based on data from all 14 waves of the NLS-MW from 1967 to 1987. Blue collar identifies women who most frequently worked in the farming or industrial/operative industries or were laborers. Pink collar includes women who most often reported working in sales, household service, and other service industries during this period. White collar workers include those who most often reported working in managerial or other professional jobs as well as women who were employed by the military. Women who reported being in different occupation groups the same number of times during these 14 waves (N = 148) were assigned to the higher occupation group.
Average hours worked All women in the labor force were asked how many hours they worked the previous week. To create a summary variable of this measure that adjusts for varying response rates, we calculate the average number of hours women reported working during weeks that they worked. We drop one respondent who only had one wave of nonmissing data on work hours from the analysis. Scores on this variable range from 0 to 107.
Proportion of waves reported work discrimination At four points from 1967 to 1987 (1972, 1977, 1982, and 1987) , women were asked, "In the past 5 years do you feel that, so far as work is concerned, you have been in any way discriminated against because of race, religion, sex, age, marital status, nationality, disability, or for any other reason?" In 1972 and 1977, only women who reported working in the last five years were asked about these experiences; in 1982 and 1987, all women were asked regardless of their labor force participation. We divide the number of waves that working women perceived work-related discrimination by the number of responses given to create the proportion variable, ranging from 0 = never reported work discrimination to 1 = reported work discrimination every wave.
Average negative job attitude score During 10 of the 14 waves from 1967-1987 (1967, 1971, 1972, 1977, 1979, 1981, 1982, 1984, 1986, and 1987) , women who were in the labor force were asked, "How do you feel about the job you have now?" The four response categories range from "Dislike it very much" (coded 3) to "Like it very much" (coded 0). We sum the scores on this question across all 10 waves and divide by the number of waves that women had nonmissing data on this question to create an average score for negative work attitudes during this period, which ranges from 0 to 3.
Proportion of waves reported lack of job commitment The NLS-MW also measured working women's commitment to work at 10 points during this period (1967, 1972, 1974, 1976, 1977, 1981, 1982, 1984, 1986, and 1987) . Respondents were asked, "If, by some chance you were to get enough money to live comfortably without working, do you think that you would work anyway?" Response categories were "Yes," "Undecided," or "No." We divide the number of times women responded "no" to this question by the number of these waves they were present to create a proportion that facilitates the comparison of women with different survey participation rates.
Other Sociodemographic and Control Variables
We include controls for several other sociodemographic characteristics that may explain the relationship between employment histories and long-term health. These include respondents' Race (African American compared with White); Educational attainment (0-6 years of schooling, 7-11 years, and 12 years, compared with 13 or more years); and Age, Marital status, Parental status, and Logged family income at the end of the work history focus period in 1987. 4 We also include two measures of women's health at baseline in 1967 to help account for the selection of healthier women into work. First is a dichotomous control for Health limitation based on a question asking whether they had a health problem that limited the type or amount of work or housework they could do. Those responding "yes" are scored as 1 on this measure. Second is a measure of Self-rated health, which indicates whether women rated their health as poor, fair, good, or excellent compared with other women of their age. This item ranges from 0 (poor) to 3 (excellent).
Analytic Approach
We use linear growth curve models to estimate changes in women's depressive symptoms and functional limitations from 1989 to 2003. These nested analyses allow for multiple within-person observations and thus provide information about intraindividual changes in physical and mental health over time as well as estimates of the relationships between independent variables (specifically, work histories from 1967 to 1987) and these outcomes over time. Time is coded as 0 at the first measurement period in 1989. Based on likelihood ratio tests, the inclusion of time as a random effect produces a better-fitting model than without. As described earlier, we include respondents who had information on the dependent variable from at least two time points in the analyses for each outcome. To explore differences in age-specific mortality based on work histories, we employ Cox proportional hazards regression (Cox 1972) . These analyses estimate how hazard rates of death from age 49 to 90 are associated with predictor variables, under the assumption that these risks are proportional to the baseline hazard rate. We test the proportional hazards assumption by including interactions between age and work histories, which are not significant predictors of mortality.
Although we employ two types of longitudinal models to fit the different outcomes, the basic sequence of models is similar. We begin with models including controls for age, health at baseline in 1967, race, education, marital status, and parental status in addition to the proportional measure indicating waves worked from 1967 to 1987. These analyses show whether women's frequency of reported work over these 20 midlife years is related to their long-term depressive symptoms, functional limitations, and mortality after we adjust for other key demographic predictors of both work and health. Next, we add a control for the age when women first worked for pay to account for heterogeneity in when women's working lives began as well as one identifying those who reported working during their last valid interview from 1989 to 2003 to examine whether health effects of earlier work persistence emerge primarily through their effects on later work status. We then add structural factors related to work that may impact health, including logged family income, occupation group, and hours worked. Next we include women's negative experiences with work from 1967 to 1987 (work discrimination, negative attitude toward job, and job commitment) to explore whether they help explain any health benefits of work. Finally, we add three terms interacting women's midlife subjective work experiences and consistency to assess whether the relationship between work and the three outcomes differs for women with positive and negative experiences. We also include interactions between work histories and time in models for depressive symptoms and functional limitations to assess whether the relationship between these experiences and later health diminishes, persists, or increases over time. Table 2 shows frequencies and means of study variables as well as differences in these variables by work history from 1967 to 1987. For the purposes of providing descriptive information about differences among women who worked more and less frequently during these two decades, we divide the sample into those who never worked during this period, those who worked less than one-half of the waves interviewed, and those who worked more than one-half the time. Hereafter, these groups are referred to a nonworkers, inconsistent workers, and consistent workers, respectively.
Results
Bivariate Analysis
Just over 40% of the sample had died by 2012, and mortality rates were significantly lower among consistent workers than nonworkers and inconsistent workers. Depressive symptoms and functional limitations in 1989 were also lower among consistent workers, providing bivariate support for the hypothesis that consistent midlife work predicts better health and mortality in later life. Both groups of women who worked were less likely to have a health limitation and rated their health higher at baseline than Table 2 Descriptive statistics for study variables by work history, 1967 work history, -1987 Not in Labor Force, 1967 Force, -1987 Worked <50% Waves, 1967 Waves, -1987 Worked 50% + Waves, 1967 Waves, -1987 
nonworkers. Also, consistent workers were less likely to have limitations and reported better self-rated health than inconsistent workers. Table 2 shows additional sociodemographic differences between these groups. Women who worked during 1967-1987 were, on average, somewhat younger and better educated than nonworkers. Consistent workers were also younger and had more years of education than inconsistent workers. Whereas both groups of midlife workers were more likely to be divorced than nonworkers in 1987, consistent workers were less likely to be married than both groups. Inconsistent workers had the lowest odds of having never been married in 1987. As anticipated, women who worked-particularly those who worked consistently-were more likely to have reported paid work when last interviewed. Consistent workers also had higher family incomes in 1987.
Among workers, consistent workers were more often employed in white-collar jobs, and inconsistent workers were more likely to work in pink-collar fields. Women who worked consistently also entered the labor force at slightly younger ages and worked more hours on average. Consistent workers were more likely to report experiencing discrimination at work and to be committed to work. 5 In short, Table 2 shows that when bivariate relationships are considered, women who worked (and worked more consistently) from 1967 to 1987 had better health earlier and later in life as well as greater socioeconomic resources than nonworkers, and reported relatively positive experiences on the job.
Depressive Symptoms
Moving onto the first set of multivariate analyses, Table 3 shows fixed effects and covariance parameters for linear growth models regressing repeated measures of depressive symptoms from 1989 to 2003 on work histories from 1967 to 1987. Model 5 The relatively low average number of waves in which working women reported discriminatory treatment may be attributable to an underdeveloped national dialogue regarding workplace discrimination and harassment at this time (e.g., Fitzgerald et al. 1997) . 1 shows that women's depressive symptoms scores increased somewhat over time and that the proportion of waves worked from 1967 to 1987 is a negative predictor of depressive symptoms at p < .001. In other words, consistent workers had depressive symptoms scores that were nearly one point (0.919) lower on average than women who never worked. This is after accounting for several other significant sociodemographic predictors of work histories and depressive symptoms: those with health limitations at baseline and African American women reported higher depressive symptoms scores, while depressive symptoms decreased as baseline self-rated health and age increased. Likelihood ratio tests indicate that the random effect for time (or the rate of change) of 0.195 is significant, which means that the change in depressive symptoms over time varied by person.
In Model 2, we add an interaction term for the proportion of waves worked and time, which is not significant. This suggests that rather than growing or diminishing, the relationship between depressive symptoms and these work histories remained stable over the following 14 years. Model 3 includes the dichotomous measure that indicates whether women worked during the last wave for which we had valid information. Although this proximate work status is a highly significant predictor of decreased depressive symptoms, it does not explain the relationship between consistent work and later mental health. Among those who worked, depressive symptoms scores were somewhat lower for women who started working at a relatively young age and increased along with age at first job.
Model 4 adds several variables that are correlated with structural aspects of women's jobs that may also carry long-term health benefits. Logged family income in 1987 was negatively associated with depressive symptom scores, although neither most frequent occupation group nor average hours worked from 1967 to 1987 were related to depressive symptoms. Further, the proportion of waves worked during midlife remains a significant negative predictor of later-life depressive symptoms. In Model 5, we add three variables averaging work experiences and appraisals from 1967 to 1987: perceptions of discrimination, negative attitude toward job, and lack of commitment to work. Women who consistently reported work discrimination acknowledged more depressive symptoms than nonworking women or those who did not perceive discriminatory behaviors at p < .001, making it almost as strong of a predictor of later depression as educational attainment. Women who often expressed being uncommitted to continuing work also had higher depressive symptoms scores. Finally, Model 6 incorporates interaction terms for each subjective work experience and midlife work consistency. Because these work characteristics affect only women who worked-not the nonworking portion of the sample-they act as internal moderators (Mirowsky 2013) . The coefficient for the proportion of waves worked in this model is thus interpretable as the effect of work for women with scores of 0 on each of the subjective work experiences: in other words, the women who had the most positive average experiences at work in midlife. These interaction terms are not significant, suggesting that the relationship between work and depressive symptoms did not differ between women with the best work experiences and women with the most negative work experiences. We also explore the effects of interactions between time and each of the measures of midlife work characteristics, shown in Table A6 in the online appendix. None of these terms was significant, indicating stability in the relationships between work characteristics and later depression. Table 3 Fixed effects and covariance parameters for growth models regressing depressive symptoms in 1989, 1995, 1997, 1999, 2001, and 2003 on work history: 1967-1987 
Functional Limitations
Analyses in Table 4 are parallel to those in Table 3 but with functional limitations as the outcome of interest. Intuitively-given that physical health problems increase with age-Model 1 first shows that functional limitations increased as the study progressed from 1989 to 2003. As with depressive symptoms, this model next shows a protective effect of midlife work consistence; women who worked stably had functional limitations scores that were 0.484 lower than their nonworking counterparts of the same age, race, education, and marital and parental status. Model 1 also shows that functional limitations increased with age and were higher, on average, for women who reported a health limitation at baseline, had worse self-rated health, were African American, and had less than a high school education. The random effect for time (0.044) is again significant, indicating that time effects varied across individuals and supporting the use of these nested models over linear approaches.
To assess whether the effects of work consistency in midlife changed from 1989 to 2003, Model 2 includes an interaction between work history and time. Consistent with results for depressive symptoms, the coefficient is again nonsignificant, suggesting that by 1989, these relationships were stable. Model 3 shows that although women who worked during their most recent completed interview had lower functional limitations scores, the effect of this proximate work measure does not explain the relationship between midlife work history and later functional health, nor does accounting for the age at which they first began working, which is modestly positively associated with functional limitations. Two measures correlated with the structure of women's midlife work in 1989 also predict functional limitations in Model 4: as income from 1967 to 1987 increased, functional limitations later in life decreased, and limitations increased somewhat with hours worked. Model 5 shows the strong negative health effects of experiences with work discrimination and lack of work commitment, which are comparable with the depressing effects of having health limitations at baseline and being low education. Again, the strong relationship between work consistency during the first 20 years of the study and functional limitations over 14 years later persists. Last, Model 6 adds interaction terms for subjective work experiences and midlife work consistency. They are again not significant, indicating that these experiences did not moderate the relationship between midlife work and later-life functional limitations. Supplemental analyses exploring whether the associations between work characteristics and experiences are conditional on time also yielded nonsignificant results with the 195 .195 .196 .196 .196 .196 Residual -37,467.483 -37,466.853 -37,454.867 -37,438.793 -37,408.477 -37,405.818 Note: Standard errors are shown in parentheses.
*p < .05; **p < .01; ***p < .001 Table 4 Fixed effects and covariance parameters for growth models regressing functional limitations in 1989, 1995, 1997, 1999, 2001, and 2003 on work history: 1967-1987 exception of the term for white collar (see Table A6 , online appendix). This interaction term is negative and significant at p < .01, suggesting that functional limitations increased at a slower rate for women who were in white-collar compared with bluecollar jobs.
Mortality
Analyses in Table 5 predict mortality rates using Cox proportional hazards models. Age at death is the dependent variable: women who died between 1989 and 2012 have an observed age of death, and women who survived are right-censored. Addressing our central question about the relationship between work consistency and longevity, Model 1 indicates that consistent workers survived to older ages than others. More specifically, women who worked during all their interviews had a 25.1% lower risk of dying over the 23-year follow-up period. Model 1 also shows that women who were older in 1987, were African American, or had less than 13 years of education had greater risks of death than younger, White, and more-educated women. In addition, the risk of death decreased as self-rated health at baseline increased. Model 2 adds the measure of most recent reported work status, which is also associated with decreased mortality risk at p < .05 but does not reduce the effect of earlier work consistency. The age at which women first entered work is not related to their risk of dying over this period. After adding characteristics of work in Model 4, income in 1987 was negatively associated with the mortality hazard, but the effect of women's first 20 years of work consistency remains strong. None of the measures of work experiences in Model 5 significantly predict mortality. Interactions between subjective work experiences and midlife work consistency included in Model 6 are also not significant, suggesting that the long-term longevity advantage of consistently working women is not dependent on these experiences.
Sensitivity Analyses
We further explored issues with the causal patterning of the work-health relationship by creating a variable that summarizes health limitations reported from 1967 to 1976, and assessing how work from the period 1977-1987 was related to later health and mortality while controlling for this longer-term baseline measure of early health. The results, summarized in Table 6 , are consistent with those in Tables 3, 4, and 5: even accounting for prior health limitations over a period of 9 years, consistent work over the following 10 years predicted fewer depressive symptoms and functional limitations and lower risk of death over the following 16+ years. -22,820.207 -22,795.959 -22,795.959 -22,782.558 -22,763.722 -22,762.889 Note: Standard errors are shown in parentheses.
*p < .05; **p < .01; ***p < .001
Finally, acknowledging meaningful racial patterning in work experiences (e.g., Hayward et al. 1996) , we assessed whether there were differences in the relationship between White and African American women's work experiences and their later health and mortality with interaction terms (see Table 7 ). However, none of these interactions reached significance, indicating that the relationship between midlife work and later health and mortality was similar for White and African American women in this cohort.
Discussion
Although it is now widely accepted that paid work has significant health benefits for women as well as men, a number of questions about how this relationship plays out over the course of adults' lives remain. Our analysis draws on decades of information about women's midlife work experiences as well as their later-life health and mortality to address three specific gaps in research about the longitudinal relationship between work and health. Our first goal was to elaborate knowledge about whether the relationship between work and health persists over long periods. Second, we explored the role of subjective experiences with and appraisals of work in conditioning the health/work relationship. And third, we assessed whether the long-term benefits of work were dependent on the health indicator being examined.
Our analyses show that women who worked consistently over a 20-year period in midlife reported fewer depressive symptoms and functional limitations over the following 16 years as they entered later life. They also enjoyed longer lives over the next 25 years than their counterparts who did not work during this extended period. These findings hold even after we accounted for women's most proximate work status, baseline health, and structural characteristics and appraisals of these jobs. Consistent with other longitudinal work studies, we also found evidence for health selection in supplemental analyses: women in better health and without limitations at baseline were more likely to work during the next two decades, and women who reported depressive symptoms or had more functional limitations during the work measurement period had higher odds of leaving the study before 1989. However, the findings remain significant when we control for baseline health and in supplemental analyses adjusting for nonrandom, health-related attrition from the sample (Table A1 , online appendix). Our main analyses also assess whether health differences between women who consistently worked in midlife and those who did not diminished, were stable, or grew over time using linear growth curve models; our findings indicate that the health advantages associated with midlife work were stable as women entered late life. In all, these findings are consistent with existing research suggesting that work has a beneficial effect on health. However, there is still work to be done surrounding the question of causality. With their longitudinal focus on adults' work lives, the NLS surveys (including the younger cohorts) provide a strong source of data for future studies aiming to further disentangle these relationships, including by looking at the patterns between early health, work, and later health over different measurement windows.
Another goal of our analysis is to investigate whether subjective aspects and appraisals of jobs-which predict health directly as well as shape the short-term health benefits of work-moderate the relationship between work and health in the long term. We find that midlife experiences with work discrimination, expressing a negative Table 5 Hazard ratios from Cox proportional hazards models of women's age-dependent mortality to 2012 by work history, 1967-1987 (N = 3,207) Model attitude toward one's job, and low job commitment are positively associated with depressive symptoms and functional limitations. Interaction analyses reveal, however, that the relationship between midlife work and long-term health and mortality does not significantly differ based on these experiences, inconsistent with our expectations. In other words, the benefits of paid work persist even for those with negative work experiences, and those with positive work experiences do not appear to derive additional benefits from work. Although we are limited by the available data, our analyses also suggest that structural factors associated with workincluding income, occupational group, and hours-also do not explain these work benefits. Future research should continue to unravel precisely what kinds of benefits and resources work provides that increase health for the rest of adults' lives. It is likely that several characteristics of work not captured in our data-including specific on the job stressors, working conditions, and work-related social networks-help explain this relationship. We also believe it is important to consider the historical context in interpreting these findings-namely, that during this time, many women were entering low-status jobs or fields that were traditionally dominated by men, thus encountering resistance, discrimination, and otherwise challenging work conditions (e.g., Jacobs 1989; Reskin and Roos, 1990) . Subjective work experiences may have been particularly negative and stressful for this cohort of women. Although we cannot assess this possibility or the effects of historical change with our data, the study administrators included measures of the average percentage of women in different work fields in 1967 and 1969. As shown in Table A7 of the online appendix, these early indicators of the proportion of women in respondents' fields are not predictors of their later health, nor do they explain the health effects of midlife work, suggesting that within this cohort, the gender balance of work environments was not a salient predictor of long-term well-being. We hope that future research using data with parallel cohorts of women will assess whether the health correlates of paid work and work experiences changed as it became more normative for women. Finally, our analyses indicate that the positive relationship between midlife work and long-term well-being is consistent across all three outcomes. However, the relationship between work experiences and the three outcome measures shows some clear variations. In particular, although experiences with discrimination and commitment to work are related to both long-term depressive symptoms and functional limitations, they are not significant predictors of mortality. These findings resonate with the work of life course epidemiologists and health psychologists, highlighting that social experiences influence well-being throughout the life course in diverse ways (e.g., Cohen and Rodriguez 1995; Kuh et al. 2003; Springer 2009; Taylor et al. 1997) . They also support our argument that research explorations of long-term relationships between key adult role experiences and health as lives progress would be enhanced by including outcomes that may capture more short-term and direct effects as well as those that may emerge only after long periods. Supplemental analyses including depressive symptoms in 1989 as a covariate (Table A8 , online appendix) show that although these symptoms do not mediate the relationship between work and functional limitations, they do explain the lingering relationship with mortality, underscoring that these outcomes are intertwined and that midlife work may indeed increase longevity at least in part through its effect on mental health. Our findings also point to the possibility that because of the many powerful and diverse predictors of mortality, the effects of some subjective role experiences that impact long-term health are comparatively small when it comes to longevity. One limitation of our study is that although straightforward, the proportion of waves worked is a relatively simplistic indicator of women's work histories. The age range of the sample is smaller than in many other surveys, but time effects may be intertwined with age effects. As shown in Table A9 in the online appendix, when we limit our focus on women's work participation from ages 44 to 50-the ages at which we have work data for all women in the sample-work consistency still predicts better physical and mental health over the following decades. However, this more limited, age-specific work is no longer a significant predictor of mortality. Although it is possible that work occurring before age 44 or after age 50 is more significant for longevity, we think it is more likely that this more limited six-year range of information simply does not capture the modest mortality effect of stable work. Our measure of work also does not provide insight about the health effects of being out of work voluntarily versus involuntarily. In further supplemental analyses, we included measures of involuntary job losses experienced before 1967, from 1969 to 1977, and from 1979 to 1987 (Table A10 , online appendix), as well as the proportion of times women reported looking for a job from 1967 to 1987 (Table A11 , online appendix). These analyses indicate that neither of these indicators of involuntary nonwork is related to health or mortality from 1989 onward, suggesting that the poorer health of women who do not regularly work is not contingent on whether their unemployment was voluntary. Scholars should continue to explore questions about the meanings of time, age, and the voluntariness of work status for the relationship between work and long-term health. Additionally, although we focus on women's work experiences during midlife, our treatment of work later in life (with a dichotomous measure for work status during the respondents' last interview) is less detailed. Other aspects of later-life work, such as the hours worked and attitudes toward work at this life stage, may further condition the effects of midlife work on laterlife health. Investigating these questions about the relationships between mid-and latelife working lives and long-term health is another promising avenue for future research.
We are also limited in our ability to make inferences about the role that women's work lives before the study started may have played in patterning their midlife work and long-term health, given that the NLS-MW did not collect complete information about work before baseline. However, we were able to explore how transitions between school and work were related to later health and mortality in supplemental analyses. These analyses (in Table A12 , online appendix) show that women who began working full-time while they were still full-time students had somewhat fewer functional limitations many years later than women who had not worked full-time by the beginning of the study in 1967. However, other variations in work-school transitions are not related to later health. Additionally, supplemental analyses restricting the sample to women who had both been married and worked at some point since leaving school in 1967 (Table A13 , online appendix) show that the involuntary loss of their longest job before their first marriage is not related to women's later-life health and mortality. Along with the controls for the age when women first entered the work force in the main analyses, the supplemental analyses indicate that these specific aspects of early work experiences do not explain subsequent relationships between midlife work and well-being. Even so, they are limited measures that do little to reveal how the consistency and types of work and nonwork at the beginning of working lives shape late-life work-health patterns. Analyses of data following individuals from younger ages, such as the more recent NLS cohorts, are needed to answer these questions.
Another limitation is that measures of baseline health that parallel those used in our analyses (i.e., scales of depressive symptoms and functional limitations) were not available. Although controlling for women's self-rated health and their reports of having a limiting health condition help account for the selection of women who were already healthier in 1967 into consistent work over the following years, additional aspects of women's well-being may not be captured, particularly regarding their mental health. Last, our analysis is limited in its focus on women, whose work patterns and experiences continue to be distinctly different from those of men. As even longer-term and more thorough panel data on women and men's work lives and health become available, researchers can continue to clarify how work and work experiences throughout the life course shape health as we age.
Despite the limitations, our study highlights the significance of work for women's health within the historical context of women's rapid growth in labor force participation during the latter twentieth century United States. It suggests that women's long-term health may be improved by regular participation in paid work during midlife, enhancing commitment to work, and reducing experiences with on-the-job discriminationfindings that may be of interest to work organizations, policy-makers, and scholars in public health fields. More broadly, our study adds to knowledge about the processes through which adult social experiences shape health as individuals enter later life.
